Clinical Algorithms
Diagnostic classification of the aetiology of mental retardation in children SIMON J NEWELL, STUART H GREEN Children with mental retardation are often subjected to a routine battery of tests, a practice that has been criticised.' Investigations often include a blood count, a biochemical profile, urinary screening for metabolites including amino acids, and radiography of the skull and wrist for bone age and may be more extensive. Such routine testing of all children with mental retardation is done in the hope of classifying cases in which there are no specific clinical clues to aetiology. Several series have been published, however, in which no unsuspected diagnoses were made in this way.24 Our aim is to provide a basis of rational investigation planned individually for each patient. Smith Congenital infection Although congenital infection is responsible for only 2% of mental retardation,3 its variable presentation merits early consideration on the algorithm. If microcephaly, eye problems, or, rarely, the features characteristic of a specific congenital infection are found a careful neonatal history should be taken, with particular regard to intrauterine growth retardation, jaundice, purpura, and hepatosplenomegaly.
Progressive disease
Progressive disease, although uncommon, is important because of prognostic and often genetic implications. Progression may be defined K continuous or intermittent loss of skills, which may be evident from the history when the child is first seen or may become clear with the passage of time. This highlights a fundamental consideration in the use of our algorithm: that the clinician should always be alert to changes in the clinical evidence during follow up, which may mean returning to the beginning of the algorithm and reviewing the classification.
Prominent central nervous system dysfunction
Those with prominent central nervous system dysfunction other than mental retardation include children with cerebral palsy, fits, hypotonia, or noticeably abnormal behaviour who have not been classified earlier in the scheme. Children in this group are perhaps most commonly subjected to "routine investigations," when there is in fact seldom indication for tests other than electroencephalography in those with seizures.
History of environmental insult
The group with a history of environmental damage is meant to include only those with a clear history of an insult which is temporally associated with the onset of mental retardation and consistent with the findings on examination.
Finally, recent evidence suggests that in 10% of the remaining children with mental retardation in whom no specific diagnosis is made abnormalities of the X chromosome may be found, and this should be excluded. 
CLINICAL CURIOS
The case of the missing cards: a clue to the diagnosis of Munchausen's syndrome A 28 year old woman who was on holiday was admitted with retrosternal chest pain and tachycardia. She had a history of a previous episode of pericarditis and of pulmonary embolism. On examination she was greatly distressed, but the only abnormal findings were mild fever, an ejection systolic murmur, and intermittent sinus tachycardia. The results of investigations showed a slight serial increase in creatinine phosphokinase activity and an increased titre of antibodies to influenza A virus. These abnormalities were not considered to be sufficient to account for her symptoms, In the next two weeks she had several episodes of fever, tachycardia, and considerable distress, but the results of repeated examinations and extensive further investigations were unrewarding. She finally settled and was discharged home but was readmitted later the same day after collapsing with a recurrence of her initial symptoms. Once again the results of emination and investigations were unhelpful.
At this point it was realised that she had been on the ward for two weeks but had received no get well cards or any other mail. There had been no telephone inquiries about her, though she claimed to live with her parents and brothers. A telephone call to her general practitioner (who had not been contacted before because she claimed never to have been ill at home) solved the problem. She was known to have Munchausen's syndrome and had been admitted to at least 70 different hospitals, with a personal best of four admissions to separate hospitals on the same day.
The "missing cards' sign does not seem to have been described before, though Shah et al suggested that in their patient with Munchausen's syndrome the total absence of visitors should have alerted them to the diagnosis.' For the hospital patient greetings cards and visitors may be the only manifestations of normal-or abnormal-social relationships outside hospital.
In a second case get well cards again gave us an insight into the clinical problem. A 38 year old diabetic woman had had a series of admissions for ketoacidosis. Once on the ward she would greet the staffby their first names and was happy to help with ward tasks. We suspected that some of her admissionsmighthavebeen selfinduced, and this suspicionwas strengthened by finding that her bedside locker "blossomed" with a fine display ofget well zards within a day of each admission. Closer inspection showed that the cards appearing after each admission were identical and that several had been signed by the same person. We believe that this patient, who was lonely and may have had a personality disorder, if not classic Munchausen's syndrome, hoarded these cards and brought them in with her whenever she was readmitted.-DAVI EVAN MORRIS, medical registrar, Glan Clwyd Hospital, Bodelwyddan, Clwyd.
